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Objectives. Homeless individuals experience high rates of physical and men-
tal illness, increased mortality, and frequent hospitalizations. Respite care provides
homeless individuals with housing and services allowing more complete recov-
ery from illnesses and stabilization of chronic conditions.

Methods. We investigated respite care’s impact on 225 hospitalized homeless
adults consecutively referred from an urban public hospital during a 26-month pe-
riod. The cohort was separated into 2 groups: (1) patients referred and accepted
into the respite center and (2) patients referred but denied admission because beds
were unavailable. All patients met the center’s predefined eligibility criteria. Main
outcome measures were inpatient days, emergency department visits, and out-
patient clinic visits.

Results. The 2 groups had similar demographic characteristics, admitting
diagnoses, and patterns of medical care use at baseline. During 12 months of
follow-up, the respite care group required fewer hospital days than the usual
care group (3.7 vs 8.3 days; P=.002), with no differences in emergency department
or outpatient clinic visits. Individuals with HIV/AIDS experienced the greatest re-
duction in hospital days.

Conclusions. Respite care after hospital discharge reduces homeless patients’
future hospitalizations. (Am J Public Health. 2006;96:1278–1281. doi:10.2105/
AJPH.2005.067850)
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House, these services include interim housing,
food, acute care health services by volunteer
health providers, facilities to organize medica-
tions, substance abuse counseling, case man-
agement, and referrals to permanent housing.
Skilled nursing is not provided, and referred
patients who need these services are not ac-
cepted. Interfaith House has been unable to
meet the demand for its services (referrals
have exceeded bed capacity) since October
1998. This was chosen as the starting date
for the study in order to compare health out-
comes for patients accepted into respite care
with those refused respite care because of
lack of available beds.

All homeless adult inpatients at the hospital
referred for respite care during the study pe-
riod were identified by retrospective review
of computerized administrative data and med-
ical records. Patients eligible for respite care
(according to Interfaith House’s admission cri-
teria) must have an identified acute illness, be
able to perform activities of daily living with
minimal assistance, and be able to function in

Homeless individuals suffer from high rates of
physical and mental illness1–3 and experience
mortality rates several times higher than the
general population.4–7 Although homeless
adults are hospitalized more frequently (and
require longer inpatient stays) than a compa-
rable sample of housed adults,8–13 their home-
lessness may diminish the long-term effective-
ness of their hospital care. Back on the streets
after hospital discharge, competing priorities
(obtaining food, clothing, and shelter) and
substance use may divert their attention from
compliance with medications, other physician
instructions, and follow-up appointments.14,15

Traditional overnight shelters require
homeless people to vacate the shelter each
morning and live on the street during the day
before returning to the shelter at night. In
contrast, respite care provides around-the-
clock room and board to homeless patients
discharged from an emergency room or
hospital, encouraging them to comply with
posthospital rehabilitation. Many respite ser-
vices also provide some form of on-site med-
ical care, a range of social services, and trans-
portation assistance to facilitate continuity of
care.16 Despite recent growth in respite ser-
vice in the United States, no published studies
have explored the impact of respite services
on health outcomes.

METHODS

Our study was conducted between October
1, 1998, and December 31, 2000, at Cook
County Hospital, a 700-bed urban public hos-
pital, and Interfaith House, a 64-bed respite
care provider in Chicago, Ill. During this pe-
riod, Interfaith House was the only provider
of respite care services in Chicago, and Cook
County Hospital was its largest referral
source, accounting for 40% of all referrals.
Interfaith House, like most respite facilities in
the United States, provides its clients with a
complex bundle of services. At Interfaith

a group living environment that is drug- and
alcohol-free. Patients who met these eligibility
criteria when a respite care bed was available
during the study period comprised the respite
care group. Patients who met these eligibility
criteria when respite care beds were unavail-
able comprised the usual care group.

Study outcomes included hospital days,
emergency department visits, outpatient clinic
visits, and mortality during the 1 year follow-
ing patients’ index hospitalization. Total hospi-
talizations was a secondary outcome. Hospital
days, rather than total hospitalizations, was
chosen as the primary outcome for hospitals
because it better reflects the economic impact
on the public hospital system, where much of
the care for homeless patients is not reim-
bursed. Mortality was assessed by searching
the Social Security death index for all study
patients, first using the patient’s Social Security
number, and then the patient’s name and date
of birth. A patient was considered deceased
if either the Social Security number or the
full name and date of birth matched exactly.
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TABLE 1—Baseline Demographic and
Clinical Characteristics by Group:
1998–2000

Respite Usual 
Care Care

Group Groupa

Characteristic (n = 161) (n = 64) P

Mean age, y (SD) 43 (9) 44 (10) .54

Race n (%) .05

African American 120 (75) 43 (67)

White 30 (19) 10 (16)

Latino 9 (6) 10 (16)

Other 2 (1) 1 (2)

Female Gender, n (%) 36 (22) 12 (19) .59

Diagnosis, n (%) .07

Trauma 64 (40) 15 (23)

HIV44 (27) 18 (28)

Non-HIV Infection 20 (12) 9 (14)

Other Illness 33 (21) 22 (34)

Use of health services 

during the 6 months 

before index 

hospitalization

Inpatient days, mean, 5.8, 2 5.3, 0 .23

median (25th, (0, 8) (0, 7)

75th percentile)

Emergency department 1.5, 1 0.9, 0 .02

visits, mean, (0, 2) (0, 1)

median (25th,

75th percentile)

Outpatient clinic visits, 1.8, 0 1.8, 0 .42

mean, median (0, 2) (0, 1)

(25th, 75th 

percentile)

aPatients in the usual care group were eligible and
referred for but were denied respite care because
beds were not available at the respite care center.

Hospital days, emergency department visits,
and outpatient clinic visits were measured by
analyzing administrative databases of the Cook
County Bureau of Health Services, which in-
cludes, in addition to Cook County Hospital
and its emergency department, the 2 other
publicly funded hospitals in Cook County and
the Bureau’s 30 community-based primary
care clinics (approximately 1 million annual
outpatient visits). The accuracy of study pa-
tients’ outpatient and emergency department
visits recorded in the administrative databases
was checked by reviewing patients’ medical
records to exclude “visits” where patients regis-
tered but left without being seen (because of
long waits or other reasons). Patients who re-
ceive care within the Cook County Bureau of
Health Services may seek care outside its sys-
tem; however, most rely on the Bureau for all
medical services because it is the only institu-
tion in the area that provides primary and ter-
tiary health care regardless of patients’ insur-
ance status or ability to pay.

The average cost of respite services during
the study period was determined by dividing
the total annual budget of the respite center
by the total number of patient-days that the
center provided per year.

Data Analysis
Baseline characteristics were compared

using the t test for normally distributed vari-
ables and the χ2 test for categorical variables;
the Mann–Whitney test was used for continu-
ous variables that were not normally distrib-
uted (health care services in the previous 6
months). We used general linear models to
compare groups on mean number of inpatient
days, emergency department visits, and outpa-
tient clinic visits during the 12-month follow-
up period, while controlling for age, gender,
race, reason for index hospitalization, and use
of health services during the 6 months before
respite care referral. The distributions of the 3
outcome variables were skewed; therefore,
the confidence intervals were calculated using
1000 bootstrap simulations. We also tested
the prespecified hypothesis that the type of
illness prompting respite care referral might
modify the effect of respite care, and explored
other potential 2-way interactions. P values
and confidence intervals were not adjusted
for multiple comparisons. All analyses were

performed using SPSS, version 10 (SPSS, Inc.,
Chicago, IL) and Stata, version 8 (Stata Soft-
ware Corp., College Station, TX).

Members of the respite care group who left
the respite facility in the first hours or days
after transfer were included in the respite
group. People who leave respite early are
often those who have difficulty adjusting to
the structure or sobriety requirements of the
institution. These individuals may be system-
atically different than those who stay. Some
individuals in the usual care group, who were
turned away because of a lack of service ca-
pacity, would likely have also left early if they
had been given the chance to enter the respite
center. Our analysis would be biased if “peo-
ple who leave respite centers early” were ex-
cluded from the respite care group but were
still included in the usual care group. Because
the usual care participants who would have
left early if given the opportunity to experi-
ence respite care can not be identified and ex-
cluded, the most conservative analysis of the
data includes all individuals in the group to
which they were assigned at the time of refer-
ral. This intention-to-treat analysis tends to un-
derestimate the efficacy of respite care.

RESULTS

During the study period, 225 homeless
patients who met all the eligibility require-
ments of the respite center were referred by
the Cook County Bureau of Health Services.
A total of 161 were accepted into respite
care (respite care group), and 64 were de-
nied admission to respite care because of a
lack of available beds, and were discharged
from the hospital to overnight shelters, other
housing arrangements, or the street (usual
care group).

There were statistically significant differ-
ences between the respite care and usual care
groups in terms of race. The usual care group
had more Latino patients, and the respite care
group had more African American and White
patients. The respite care group also had
more emergency department visits during the
6 months before referral to respite (1.5 vs 0.9
visits; P=.02). However, there were no signif-
icant differences between the respite care and
control groups in age, gender, diagnosis, or
utilization of inpatient and outpatient health

services during a 6-month period before
respite care referral (Table 1). The 3 most
common admitting diagnoses were trauma,
HIV/AIDS, and non-HIV infections. During
the 6 months before the referral to respite,
the average patient required 5 inpatient days,
1 emergency department visit, and 2 outpa-
tient clinic appointments, in addition to the
hospitalization that lead to the respite care
referral.

When health service use was analyzed for
the 12-month period after hospital discharge,
the respite care group utilized 58% fewer
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TABLE 2—Number of Inpatient Days, Emergency Department Visits, and Outpatient Clinic
Visits by Group During the 12-Month Follow-Up Period After Respite Care Referrala: 
1998-2000

Respite Care Usual Care 
Group (n = 161), Groupa (n = 64),
Mean, 95% CI Mean, 95% CI P

Inpatient days 3.4 (2.3, 4.7) 8.1 (5.1, 11.9) .002

Emergency department visits 1.4 (0.9, 1.8) 2.2 (1.2, 3.6) .09

Outpatient clinic visits 6.7 (5.3, 8.2) 6.0 (4.1, 8.0) .60

Note. CI = confidence interval.
a Patients in the usual care group were referred to but were denied respite care because beds were not available at the
respite care center. General linear models were used to adjust for age, race, gender, reason for index hospitalization, and use
of health services during the 6 months before referral to respite care.

inpatient days (3.4 vs 8.1 days; P=.002), and
had a 49% reduction in hospital admissions
(P=.002) after adjusting for gender, race,
age, diagnosis, and previous utilization of
health services (Table 2 and Figure 1). Over-
all, 61% of usual care and 28% of respite
care members were hospitalized at least once
during the following year. There were no
statistical differences found between each
group’s use of the emergency department and
outpatient clinics. There were no deaths
found in either group during the first 12
months of follow-up.

There was a significant interaction between
the reason for the index hospitalization and
group (respite care and usual care; P=.036).
Subsequent subgroup analysis showed that

patients in the respite care group whose index
admission was for HIV/AIDS had the great-
est absolute reduction in inpatient days when
compared with those with the same reason
for the index admission in the usual care
group (6.5 vs 17.8 days; P=.01) (Figure 2).

The average length of stay in respite for the
respite care group was 42 days, and the cost
of providing respite services during the study
period was $79 per day. Therefore, the aver-
age cost of respite per hospital-day avoided
was $706.

DISCUSSION

Respite care significantly reduced homeless
patients’ utilization of inpatient services when

compared with usual care. This suggests that
respite care can improve health outcomes and
reduce health care costs for a defined subset
of homeless people. The $706 average cost
of respite care per hospital-day avoided com-
pares favorably with the $1500 per day in
hospital costs estimated by the Agency for
Healthcare Research and Quality for the
United States during this time period.17 Emer-
gency department usage was 36% lower in
the respite care group, although the result did
not reach statistical significance with the num-
ber of participants analyzed. The expected in-
crease in outpatient clinic use among home-
less people served by respite may have been
diminished by medical services received on
site at the respite center.

Further studies are needed to confirm and
extend these findings for three reasons. First,
our study results cannot be generalized to all
homeless people with acute medical illnesses
or to all respite care centers. For example,
many homeless adults suffer from severe psy-
chiatric symptoms incompatible with a group
living situation, or cannot agree to the drug
and alcohol requirements of the respite center
studied, rendering them ineligible for referral.
Even in our selected study population, out-
comes varied considerably by the reason for
the index hospitalization and improved by the
greatest degree for the most vulnerable
adults: those with HIV. Larger studies of vari-
ous types of respite care interventions are
needed for different subsets of this population.

Second, the internal validity of our findings
can be challenged because we did not mea-
sure health care utilization outside the Cook
County Bureau of Health Services. Thus, we
cannot exclude the possibility that some study
patients received care at other institutions.
This seems unlikely, because the respite care
center in our study requires that each refer-
ring hospital provide continuity of care for all
referred patients. Indeed, for both of our
study groups, visits to our outpatient facilities
(emergency department and clinics) increased
when compared with the baseline period.
Nevertheless, future studies should capture all
health care utilization, including data reported
by patients themselves.

Finally, a randomized control trial is needed.
Although the available demographic data,
clinical variables, and baseline utilization

Note. Differences less than zero indicate fewer days or visits in the respite care group. Confidence intervals were calculated
using 1000 bootstrap simulations, because of the non-normal distributions of the outcome variables.

FIGURE 1—Difference between respite care group and usual care group in mean inpatient
days, emergency department visits, and outpatient clinic visits (with 95% confidence intervals)
during the 12-month follow-up period.
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Note. The interaction between group (respite care and usual care) and reason for admission at index hospitalization was
significant in the multivariable model (P = .04). Values less than zero indicate fewer inpatient days in the Respite Care group.

FIGURE 2—Difference in mean inpatient days between the respite care group and usual
care group during the 12-month follow-up period (with 95% confidence intervals), by
reason for index hospitalization.

data were similar in our respite care and
usual care study groups, it is possible that
unmeasured variables, including differential
rates of substance use or psychiatric illness,
may have confounded our results. Some
might argue that a randomized trial would be
unethical, given the obvious humanitarian
virtues of respite care. But a randomized trial
would be no less ethical than the current sta-
tus quo in the United States, where respite
care is available only to some, not all, home-
less people. Now is the time for such a trial,
given the results of the present study, the
financial distress of many US hospitals, and
the unmet needs of our country’s homeless
people.
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